When the tube is correctly placed, the bronchoscope is removed and the tapered connector is inserted. Anaesthesia is then continued in the normal way.
There is the usual risk of trauma to the teeth and pharynx when the bronchoscope is used but this is considered to be no greater than may occur with the use of a straight-bladed laryngoscope. The small diameter of the instrument and the fact that it is covered by an endotracheal tube may to some extent protect the patient from such injuries. The greatest potential danger would occur if the instrument was advanced blindly into the oesophagus, when there might be some risk of oesophageal perforation. This risk can be avoided if the bronchoscope is advanced only under direct vision.
Tracheal intubation with the aid of a rigid bronchoscope is a useful technique in some patients who prove difficult to intubate by conventional means. As an addendum one should note that an entirely similar technique has particular value for the intubation of patients with unstable neck fractures where any neck flexion or head extension could be disastrous. The technique of rigid bronchoscopy is not difficult to learn and it is recommended that anaesthetists acquire this skill.
performed for manipulation and plaster of the Colles' fracture.
The systolic blood pressure was found to be 130mmHg by radial palpation. A scalp vein needle was inserted into the dorsum of the hand and the arm was elevated for two minutes, during which time the patient complained of considerable pain. A double cuff was used for the procedure and inflated to 200mmHg, prilocaine 40ml 0.5070 plain was then injected and the veins of the forearm were noted to dilate. Although pressure had been maintained in the cuff, the patient became increasingly agitated due to increased forearm pain. The fracture was reduced easily ten minutes later but with very unsatisfactory anaesthesia and pain persisted despite application of plaster to the fracture. The patient was discharged with oral analgesia and appropriate instructions regarding the plaster.
The patient presented again six hours later with worsening forearm pain, altered sensation and inability to move his fingers properly. No relief ensued from removal of the plaster and examination revealed a tense, tender forearm, pain on slight extension of fingers, decreased movement in the fourth and fifth digits and a complete median nerve sensory deficit. Radial pulse was present but the ulnar artery was impalpable. A diagnosis of anterior forearm compartment syndrome was made and the patient was taken immediately to theatre.
At operation an anterior fasciotomy was performed, the median nerve was decompressed and a split skin graft placed over the 8 x 4cm deficit. The ulnar artery and vein were found to be intact, but bleeding into the forearm had occurred from the bone ends where haematoma was present. The forearm compartment muscles were extensively bruised and oedematous.
Two weeks later the patient had good motor and sensory neurological function with only occasional tingling over the distal median nerve distribution. He has now recovered completely.
DISCUSSION
Anterior forearm compartment syndrome is a rare complication of Colles' fractures. A study by Cooney et al. from the Mayo clinic revealed four cases of Volkman's contracture in 565 fractures, three of these were due to illfitting plasters. They report 31 cases of median nerve compression in the early post-fracture period, five of these requiring carpal tunnel release. Lewis (1978) reported two cases of median nerve compression due to forearm haematoma, a previously unreported complication of Colles' fracture. Type of anaesthesia in all these cases was not specified.
In this instance it could be inferred that the failure of the block was due to the tension developing in the forearm. The 40ml of injected fluid filled the superficial veins, increasing the tension and hence worsening the pain. In retrospect there were several alerting factors which should possibly have resulted in abandoning the IV arm block and more careful examination of the arm. The patient was in an unusual amount of pain and the procedure could have been abandoned following injection of a few millilitres of local anaesthetic when this caused excessive discomfort. However, had an axillary block been performed at this stage there are two problems which may have resulted. Firstly the patient may have delayed his return for several hours resulting in a more severe, less reversible injury and secondly, there may have been some confusion about the cause of the neuropathy. While IV arm block may be the anaesthetic of choice for Colles' fractures, any suggestion of developing forearm compartment syndrome probably represents a contraindication to any regional technique.
